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 Prostate cancer is the most frequently diagnosed cancer in men in the United States. 
Primary treatments for prostate cancer include active surveillance, radiation therapy with 
hormonal therapy, or prostatectomy. An American Urological Association standard of care states 
that all patients electing to proceed with definitive treatment for prostate cancer, such as 
prostatectomy, should be counseled, prior to surgery, about potential side effects of treatment. 
However, best practices for the type of counseling are not defined by urologic guidelines. Side 
effects from prostatectomy can have a significant impact on a patient’s quality of life after 
surgery, which can affect key outcomes, such as anxiety, confidence with the urinary catheter, 
perceived knowledge, and patient satisfaction with preoperative teaching. Additionally, length of 
hospital stay and the number of encounters utilized postoperatively may be impacted. 
A quality improvement project was performed to evaluate and improve a preoperative 
prostatectomy patient education class. A literature review was conducted and a group of patients 
were retrospectively surveyed to guide proposed interventions to the class. Approved 
interventions were implemented in the class, and the patients were then prospectively surveyed 
before attending the class and again postoperatively. This preliminary study found that patients 
reported higher satisfaction with preoperative teaching, reduced anxiety, improved confidence in 
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CHAPTER 1: INTRODUCTION 
 
Background and Significance 
 According to recent statistics from the American Cancer Society, prostate cancer is the 
most frequently diagnosed cancer in men in the United States (excluding basal and squamous 
cell skin cancers which are not reported) (American Cancer Society, 2020). The primary 
treatments for prostate cancer include active surveillance, radiation therapy with hormonal 
therapy, or prostatectomy (Sanda et al., 2017). Each year at Cone Health Wesley Long Hospital, 
located in Greensboro, North Carolina, about 100 men undergo prostatectomy and roughly 70 of 
them attend the preoperative prostatectomy education class that is offered free of cost. Although 
this preoperative prostatectomy class is not a requirement, it is recommended to all patients 
scheduled for this procedure. This class has been anecdotally perceived as beneficial and 
anxiety-reducing for patients; however, the effect of this class on key patient outcomes has not 
been evaluated. Additionally, not all patients are able to attend the class for various reasons. 
Problem Statement 
 According to the American Urological Association (AUA) guidelines, patients with 
localized prostate cancer should discuss treatment options, such as a prostatectomy, radiotherapy, 
or active surveillance, with their clinician to determine the best treatment (Sanda et al., 2017). 
Consistent with the AUA guidelines, if the decision between the patient and provider is to 
proceed with definitive treatment, such as a prostatectomy, the patient should be counseled about 
expected outcomes and on potential consequences such as urinary incontinence and sexual 
dysfunction postoperatively (Sanda et al., 2017). These consequences can have a significant 
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impact on the patient’s anxiety, which can, in turn, increase the intensity at which patients seek 
care postoperatively (Bisbey et al., 2017; Collin, Bellas, Haddock, & Wagner, 2015; DeLano, 
2017; Faris, Montague, & Gill, 2018; Gadler, Crist, Brandstein, & Schneider, 2016; Inman, 
Jacobson, Maxson, Wang, & Lohse, 2013). Although the AUA recommends that patients who 
elect to proceed with a prostatectomy should be counseled, best practices for counseling are not 
identified (Sanda et al., 2017). Multiple preoperative educational interventions, such as private 
preoperative counseling with the surgeon, preoperative seminars, preoperative group teaching 
classes, and multimedia educational videos, have been studied and may be associated with 
decreased patient-reported anxiety postoperatively (Bisbey et al., 2017; Collin et al., 2015; 
DeLano, 2017; Faris et al., 2018; Gadler et al., 2016; Huber at al., 2013; Huber et al., 2016; 
Inman et al., 2013; Paich et al., 2016; Paterson, Primeau, Pullar, & Nabi, 2018). Decreased 
anxiety in these patients may, in turn, reduce the intensity at which they seek reassurance from 
health care providers postoperatively (Collin et al., 2015; DeLano, 2017; Gadler et al., 2016; 
Inman et al., 2013). Preoperative interventions for prostatectomy patients may also impact 
patient satisfaction with their preoperative teaching, potentially by increasing confidence in 
postoperative self-management and decreasing anxiety (Bisbey et al., 2017; DeLano, 2017; 
Gadler et al., 2016; Huber et al., 2013; Inman et al., 2013; Kretschmer et al., 2017; Paich et al., 
2016; Paterson et al., 2018). Lastly, preoperative educational interventions may decrease the 
length of hospital stay for prostatectomy patients (Bisbey et al., 2017; Inman et al., 2013). 
Currently, there is an existing preoperative prostatectomy class at Cone Health Wesley Long 
Hospital, which has been anecdotally perceived as anxiety-reducing for patients. However, this 
class was not developed based on current best practice evidence-based research and has not been 
formally evaluated for patient-reported anxiety, confidence, perceived knowledge, and 
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satisfaction with preoperative teaching. As a result, patients who do not attend this class may 
seek postoperative care at a higher rate from the urology office than those who attend the 
preoperative class (Collin et al., 2015; Gadler et al., 2016; Inman et al., 2013). Additionally, 
patients who do not attend the preoperative class may have an increased length of hospital stay 
because they may require more extensive discharge education (Bisbey et al., 2017; Inman et al., 
2013). Since they do not receive preoperative teaching, patients who do not attend the 
preoperative class may feel less confident in postoperative self-management and may be less 
satisfied overall with their health care experience than patients who attend the class (Bisbey et 
al., 2017; Gadler et al., 2016; Kretschmer et al., 2017; Paich et al., 2016). These are important 
outcomes to measure and be aware of, as our health care environment is in the midst of changing 
from a fee-for-service environment to a value-based system. 
Purpose Statement 
 The purpose of this Doctor of Nursing Practice (DNP) project is to: 1) conduct a 
retrospective review to systematically evaluate and update the preoperative prostatectomy patient 
education class that is currently offered by Cone Health Wesley Long Hospital to all patients 
undergoing prostatectomy, and 2) conduct a pre-post designed study to evaluate the preliminary 
effects of the updated preoperative prostatectomy patient education class on patient outcomes, 
i.e., anxiety, confidence, perceived knowledge, patient satisfaction with their preoperative 
teaching, and explore education class participation association with length of hospital stay in 
hours, and number of postoperative encounters with urologic surgeon’s office (postoperative 








CHAPTER 2: REVIEW OF LITERATURE 
Review of Literature 
 The databases searched were PubMed, CINAHL, and PsycINFO. Only articles written in 
English and published during the years 2013-2018 were considered for the review because five 
years is the timeframe in which the most recent and relevant research is routinely updated, 
including the guidelines published by the AUA (AUA, 2018). Search terms included, 
“preoperative, pre-operative, pre-op, perioperative, peri operative, teaching, education, learning, 
instruction, prostatectomy, radical prostatectomy, outcome,” which resulted in 188 articles in 
PubMed. All of the previously listed search terms, except the term “outcome,” were used again 
to search in CINAHL, resulting in 92 articles in CINAHL and ten in PsycINFO. Another search 
was performed in PubMed using the terms “patient education as topic, educat*, preoperative 
period, preoperative care, preoperative, prostatectomy, radical, radical prostatectomy, radical 
prostatectomies,” resulting in 88 articles. The terms “preoperative education, preoperative 
period, preoperative care, preoperative, patient education, educat*, prostatectomy, radical, 
radical prostatectomy, radical prostatectomies,” were used for second searches in CINAHL and 
PsycINFO, resulting in twenty articles in CINAHL and six in PsycINFO. A total of 404 articles 
were identified from these searches and, after duplicates were removed, 317 were identified for 
further review. 
 The collection of 317 articles was further narrowed based on words in the title; if the 
word “prostatectomy” was not included in the title or if there was no perioperative educational 
intervention identified, it was excluded from the review. Two hundred fifty-five articles were 
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excluded utilizing this criterion, leaving 62 full-text articles to review. The educational 
intervention of interest for the purpose of this paper was preoperative teaching for prostatectomy 
patients. Throughout this paper, the term “prostatectomy” will be used to describe all types of 
prostatectomies because, although some studies use specific wording such as “robotic” or 
“laparoscopic” radical prostatectomy, not all of them use this vocabulary and some only use the 
term “radical prostatectomy.” Therefore, for consistency purposes, “prostatectomy” will be used. 
Fifty-one articles were eliminated because they were too specific and focused solely on 
preoperative pelvic floor education, leaving eleven articles for review. The references of these 
articles were examined manually for search terms within the title and for a publishing date within 
the past five years. Fourteen articles were found, but ten of them were duplicates and four of 
them were excluded based on their full-text applicability, as their preoperative educational 
intervention focused on pelvic floor education. As a result, there were not any new articles added 
to the review based on examining the references of the articles. After reviewing one of the 
articles, a systematic review, more closely, it was determined that the articles within the 
systematic review containing findings relevant to this topic were already included in this review, 
so the systematic review was excluded (Faris et al., 2018). Figure 2.1 in Appendix A depicts a 
flow diagram of the article review process. Ten articles are included in this review and discussed 
below. 
Review of Literature Results 
Conceptual frameworks  
 A variety of conceptual frameworks were discussed within the articles in this review. One 
study discussed the use of two conceptual frameworks: the Practical, Robust Implementation and 
Sustainability Model (PRISM) and the Plan Do Study Act (PDSA) process improvement model 
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(Gadler et al., 2016). In this study, the PRISM was used to guide implementation of the project 
and the development of the questionnaire (Gadler et al., 2016). The PDSA process improvement 
model was used in evaluating and measuring the sustainability of the project (Gadler et al., 
2016). The PRISM will be discussed in further detail below.  
Study designs  
 A variety of study designs were utilized by the researchers in this review. One study was 
a randomized controlled trial (Huber et al., 2013), one was a quasi-experimental study (Gadler et 
al., 2016), five out of the ten studies were cross-sectional studies (Bisbey et al., 2017; Huber et 
al., 2016; Kretschmer et al., 2017; Paich et al., 2016; Paterson et al., 2018), two were cohort 
studies (Collin et al., 2015; Inman et al., 2013) and, lastly, there was one case study included in 
this review (DeLano, 2017). 
Quality and validity of reviewed studies 
 In this review, seven out of ten studies used either objective data measures from clinical 
records and documentation (Collin et al., 2015; Huber et al., 2013; Inman et al., 2013; 
Kretschmer et al., 2017; Paich et al., 2016) and/or valid instruments that were self-reported by 
patients (Gadler et al., 2016; Huber et al., 2013; Inman et al., 2013; Kretschmer et al., 2017; 
Paich et al., 2016; Paterson et al., 2018) to measure anxiety (Gadler et al., 2016; Huber et al., 
2013; Inman et al., 2013), confidence (Inman et al., 2013), knowledge or perceived knowledge 
(Gadler et al., 2016; Huber et al., 2013; Paich et al., 2016), satisfaction (Gadler et al., 2016; 
Huber et al., 2013; Kretschmer et al., 2017; Paich et al., 2016), and/or erectile function (Huber et 
al., 2013; Kretschmer et al., 2017). One study did not use standardized tools, but instead used 
data from yes/no survey questions to measure anxiety and confidence with the catheter (Bisbey 
et al., 2017). In four of the studies, researchers created their own survey instrument that had face 
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validity or measured the number of times an outcome occurred (Bisbey et al., 2017; Collin et al., 
2015; Kretschmer et al., 2017; Paich et al., 2016). Eight of the studies used a convenience 
sampling made up of participants who had volunteered to be in the study and had undergone a 
prostatectomy or who were going to have a prostatectomy (Bisbey et al., 2017; Gadler et al., 
2016; Huber et al., 2013; Huber et al., 2016; Inman et al., 2013; Kretschmer et al., 2017; Paich et 
al., 2016; Paterson et al., 2018). Seven of the studies utilized patient self-reported instruments 
(Bisbey et al., 2017; Gadler et al., 2016; Huber et al., 2013; Inman et al., 2013; Kretschmer et al., 
2017; Paich et al., 2016; Paterson et al., 2018). Eight of the studies explained how the 
participants were chosen and included reasons why participants were excluded (Bisbey et al., 
2017; Collin et al., 2015; Gadler et al., 2016; Huber et al., 2013; Inman et al., 2013; Kretschmer 
et al., 2017; Paich et al., 2016; Paterson et al., 2018). Eight of the studies in this review explained 
if participants were not included in the final sample, and why they were not included, resulting in 
sample sizes that accounted for all participants in the studies (Collin et al., 2015; Gadler et al., 
2016; Huber et al., 2013; Huber et al., 2016; Inman et al., 2013; Kretschmer et al., 2017; Paich et 
al., 2016; Paterson et al., 2018). Two studies included calculations and reasoning for the 
estimated effect size required to correlate with a certain level of significance (Gadler et al., 2016; 
Huber et al., 2013). Five out of ten studies provided data that suggested that more robust and 
involved preoperative patient education resulted in better perceived knowledge (Bisbey et al., 
2017; Huber et al., 2013; Inman et al., 2013), more satisfied patients (Gadler et al., 2016; Paich 
et al., 2016), and less-anxious patients (Bisbey et al., 2017; Gadler et al., 2016; Inman et al., 
2013). The results from three of these studies were statistically significant (Collin et al., 2015 




 A variety of interventions were used as educational tools for patients and their partners. 
The educational interventions included private counseling in the office (Collin et al., 2015; 
Gadler et al., 2016; Huber et al., 2013; Huber et al., 2016; Kretschmer et al., 2017), preoperative 
seminars (Paich et al., 2016; Paterson et al., 2018), preoperative group teaching classes (Bisbey 
et al., 2017; Collin et al., 2015; DeLano, 2017; Inman et al., 2013), and multimedia educational 
videos (Bisbey et al., 2017; Gadler et al., 2016; Huber et al., 2013; Huber et al., 2016; Inman et 
al., 2013). Private counseling in the office occurred after the patient had made the decision to 
have a prostatectomy at variable timeframes prior to surgery (Collin et al., 2015; DeLano, 2017; 
Gadler et al., 2016; Huber et al., 2013; Huber et al., 2016; Kretschmer et al., 2017). The duration 
of the preoperative seminars was 90 minutes to 2.5 hours and occurred at a single time point 
before surgery following the patient’s decision to have a prostatectomy (Paich et al., 2016; 
Paterson et al., 2018). The duration of the preoperative group teaching classes was 45 to 90 
minutes and occurred at a single time point two weeks to four weeks before surgery following 
the patient’s decision to have a prostatectomy. (Bisbey et al., 2017; Collin et al., 2015; DeLano, 
2017; Inman et al., 2013). Multimedia educational videos occurred in a variety of formats. One 
study included a multimedia educational video within the class (Bisbey et al., 2017) while 
another study mailed patients a video disc at least one week prior to surgery and the patient 
watched the disc at home (Gadler et al., 2016). Two studies used data collected from patients 
watching an educational video during a preoperative visit to the office with the surgeon one day 
prior to surgery but the patients were not provided with a copy of the video to take home (Huber 
et al., 2013; Huber et al., 2016). Lastly, one study provided a DVD to patients who attended a 
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preoperative class within the informational materials they were given in the class, which they 
could take home and watch at their convenience (Inman et al., 2013).  
Sample characteristics  
 In this literature review, the total number of patient-subjects was 1,388 and the total 
number of subjects that were partners of the patients was 356. All subjects who were patients 
were males. Out of the 1,388 patients who were participants, 154 were used in the studies as 
controls (Huber et al., 2013; Inman et al., 2013). All subjects, both patients and partners, 
underwent some type of educational intervention related to prostatectomy, whether it was 
standard education (a control) or a more robust educational program. There were no statistically 
significant differences in any of the comparison groups within the individual studies regarding 
patient demographics including age, race, educational level, and employment status.  
Setting characteristics 
 Published research related to preoperative prostatectomy teaching occurred across the 
globe. Six studies were performed in the United States (Bisbey et al., 2017; Collin et al., 2015; 
DeLano, 2017; Gadler et al., 2016; Inman et al., 2013; Paich et al., 2016). Three studies were 
performed in Germany (Huber et al., 2013; Huber et al., 2016; Kretschmer et al., 2017). One 
study was performed in Scotland (Paterson et al., 2018). Four of the study interventions occurred 
at the hospital where surgery would be performed (Bisbey et al., 2017; DeLano, 2017; Inman et 
al., 2013; Paich et al., 2016). In two of the studies, the location of the intervention where the 
patient underwent prostatectomy was not included (Collin et al., 2015; Kretschmer et al., 2017). 
In one study, the location of the intervention was in the homes of patients, as they were mailed a 
video disc to watch at home (Gadler et al., 2016). In two studies (both using the same 
intervention and study participants), the education occurred one-on-one with the surgeon in 
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his/her office (Huber et al., 2013; Huber et al., 2016). In one study, the intervention occurred at a 
cancer care facility outside of the hospital where prostatectomy would occur (Paterson et al., 
2018).  
 Three of the preoperative interventions were taught by registered nurses (RNs) who 
worked on the postoperative unit (Bisbey et al., 2017; Collin et al., 2015; DeLano, 2017). The 
take home disc was created by a certified nurse practitioner and filmed from the perspective of a 
patient (Gadler et al., 2016). The video used for educational purposes in the surgeon’s office was 
developed by an interdisciplinary group of individuals (Huber et al., 2013; Huber et al., 2016). 
One intervention was taught by an RN in the outpatient education center associated with the 
hospital where the surgery would take place (Inman et al., 2013). One study did not specify who 
the performed the education prior to surgery (Kretschmer et al., 2017). The intervention for one 
of the educational seminars was taught by a team of experts (a urologist, urology nurse 
practitioner, a pelvic floor physical therapist, and a social worker who was also certified as a sex 
therapist) (Paich et al., 2016), while the other group seminar was taught by an experienced 
prostate cancer specialist nurse, an advanced pelvic floor physiotherapist, and a trained counselor 
(Paterson et al., 2018).  
Review of Literature Outcomes 
Anxiety 
 Two studies utilized the State-Trait Anxiety Inventory (STAI), which can be used to 
measure patient-reported anxiety via self-report surveys and has high internal consistency with 
alpha coefficients 0.86 – 0.95 (Huber et al., 2013; Inman et al., 2013; Julian, 2011). Scores on 
the STAI range from 20-80, with higher scores indicating greater anxiety (Julian, 2011). Of the 
two studies that used the STAI, the cohort study had statistically significant results (Inman et al., 
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2013). In this study, the effect of a standardized preoperative urinary catheter management 
education program on patient-reported anxiety preoperatively was studied, and the median 
differences were taken between the postoperative and preoperative STAI score for patients who 
did and did not attend the preoperative class (Inman et al., 2013). The median differences for 
patients who attended the class were -9.6 while the median differences for patients who did not 
attend the class were -4.9 (p < 0.02), indicating that there was a greater reduction in anxiety for 
those who attended the class (Inman et al., 2013). In the quasi-experimental trial, researchers 
developed and evaluated a video education program and measured preoperative anxiety for 
patients proceeding with prostatectomy and found that although presurgical anxiety was reported 
by very few patients, patients who watched the video reported less worry and concern about the 
surgery over time (Gadler et al., 2016). Although these findings were not statistically significant, 
they may be clinically significant (Gadler et al., 2016). One group of researchers surveyed 
patients who attended a preoperative prostatectomy class and assessed the effect the class had on 
anxiety; 191 (91%) of these patients reported feeling less anxious and better prepared for surgery 
after attending the class (Bisbey et al., 2017). A survey was performed in Scotland that assessed 
patient perceptions of a preoperative educational intervention for patients undergoing 
prostatectomy, and researchers found that of the 34 men who took part in the survey after the 
intervention, seven of them reported feelings related to anxiety, which may be a clinically 
significant finding (Paterson et al., 2018). A case study discussed the implementation and 
benefits, including anxiety reduction, of preoperative education for patients undergoing 





 In this review, there were three studies that discussed confidence (Bisbey et al., 2017; 
Inman et al., 2013; DeLano, 2017). Statistically significant results were found in the cohort 
study, where researchers examined patient self-reported confidence to manage the urinary 
catheter at home (Inman et al, 2013). Significant differences were found in patient-reported 
confidence between those who did not attend the class and those that did attend in the areas of 
securing the catheter (p < 0.02), switching the leg and overnight bag (p < 0.05), and maintaining 
cleanliness (p = 0.05), suggesting that those who attended the class had more confidence in 
caring for the catheter at home (Inman et al., 2013). The case study suggested that the 
implementation of a preoperative educational intervention should empower the patient to have 
confidence in caring for himself after surgery (DeLano, 2017). 
Perceived and retained knowledge  
 The randomized controlled pilot study compared preoperative standard education (SE) 
with preoperative multimedia education (MME) for prostatectomy patients and measured 
perceived knowledge (Huber et al., 2013). Specifically, perceived knowledge was measured 
using a self-designed questionnaire and 6-point Likert scale (+ + + to - - - ) and was coded as 
follows: the score was coded as a one if they answered (+ + +) and a six if they answered (- - -) 
on the Likert scale (Huber et al., 2013). Perceived knowledge was reported as higher for patients 
who received the MME intervention (1.3 +/- 0.6) when compared to patients who received the 
SE intervention (1.6 +/- 1.1), which was statistically significant (p = 0.037) (Huber et al., 2013). 
In another study, researchers used a video education program to measure knowledge retention 
and found that retention of knowledge improved from the pre-test assessment to the first post-test 
of knowledge, which took place 24 hours after viewing the educational video (Gadler et al., 
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2016). Another test was given at the first postoperative appointment which demonstrated that 
knowledge was retained through the surgical event into the postoperative period (Gadler et al., 
2016). Another study used a preoperative prostatectomy education program to measure 
knowledge immediately after the teaching session and found that 84% of patients knew what to 
expect regarding urinary incontinence and understood that there would be changes in sexual 
ability after surgery (Paich et al., 2016).  
Patient satisfaction  
 Four studies measured patient satisfaction in this review (Gadler et al., 2016; Huber et al., 
2013; Kretschmer et al., 2017; Paich et al., 2016). The randomized controlled pilot study 
compared standard preoperative prostatectomy education with multimedia-supported 
preoperative prostatectomy education and measured patient satisfaction with a 6-point Likert 
scale (Huber et al., 2013). Results showed that 69% of patients who received multimedia 
education reported complete satisfaction with preoperative education compared with 52% of 
patients who received the standard education (p = 0.16), which was not statistically significant 
but may be clinically significant (Huber et al., 2013). Another study focused on a preoperative 
education program, measuring satisfaction after the teaching session, and found that both patients 
and partners reported high levels of satisfaction with the preoperative presentations, with an 
average satisfaction rate of 94.6% for patients and 94.9% for partners, which may also be 
clinically significant (Paich et al., 2016). Researchers in Germany surveyed patients who had 
undergone prostatectomy, assessing their satisfaction of the perioperative prostatectomy 
counseling (Kretschmer et al., 2017). These researchers found that 75.1% of the patients 
surveyed would choose prostatectomy again and that 155 (67.1%) and 137 (59.6%) patients felt 
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well informed about stress urinary incontinence and erectile dysfunction, respectively, which 
may be clinically significant (Kretschmer et al., 2017).  
 Another study linked the dynamic of communication between the patient, partner and 
provider during consultation with postoperative satisfaction (Huber et al., 2016). Statistically 
significant results were found in this study, indicating that patients whose partner was present at 
the consultation spoke less often (5% vs. 7%, p = 0.02) (Huber et al., 2016). Open 
communication between the patient and partner is important both preoperatively and 
postoperatively for coping with changes in sexual function and urinary incontinence (Huber et 
al., 2016). This communication between the patient and partner can be an important factor for 
patient satisfaction with preoperative education (Huber et al., 2016). 
Postoperative encounters with urologic surgeon’s office 
 Two studies measured postoperative encounters with the urologic surgeon’s office 
(postoperative encounters) (Collin et al., 2015; Inman et al., 2013). Researchers in the 
prospective cohort study looked at how a preoperative prostatectomy education class affected the 
number of calls received postoperatively (Collin et al., 2015). In this study, calls to the office 
postoperatively were separated into complication-related calls and reassurance-related calls 
(Collin et al., 2015). Researchers found that, although there was no statistically significant 
difference in the overall rate of calls seven to twelve days postoperatively (p = 0.57), there was a 
statistically significant difference in the rate [lower] of reassurance-related calls between patients 
who attended the class and those who did not attend (19 [15%] vs. 23 [33%], p = 0.004) (Collin 
et al., 2015). Further, the average number of reassurance-related calls [lower] made by patients 
who attended the class compared with those who did not attend the class was statistically 
significant (0.2 +/- 0.6, 0.4 +/- 0.7, respectively; p=0.03) (Collin et al., 2015).  
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 Five of the research studies used multimedia technology, like videos, to reach patients 
who could not attend or who did not want to attend the preoperative class (Bisbey et al., 2017; 
Gadler et al., 2016; Huber et al., 2013; Huber et al., 2016; Inman et al., 2013). A feasible 
solution to preoperative education not reaching each patient at the current organization to be 
discussed may be recording one of the classes and posting the handout materials to the existing 
prostatectomy website. This approach could help to inform more patients about the procedure 
and postoperative expectations. Additionally, the patients and partners who attend the class could 
watch the video again at a later time, at their convenience. A survey measuring anxiety, 
confidence, perceived knowledge, and/or satisfaction with the preoperative teaching could be 
administered immediately before and after the video. It is important to note that some articles 
that looked at the group dynamic of the preoperative prostatectomy class found the group setting 
to be beneficial for patients because they could connect with others who were experiencing a 
similar stressor (DeLano, 2017; Paich et al., 2016; Paterson et al., 2018). If a patient elected to 
only watch the class online, they may miss out on this interpersonal aspect of the class, but that 
would be a decision they choose to make based on their situation and feelings. A survey of the 
class and/or of the patient’s and spouse’s anxiety about the surgery and managing the catheter at 
home could easily be assessed through validated tools before and after the in-person class. The 
feedback from these surveys could be analyzed to improve the class and to include teaching 
strategies that target recurring concerns from the patient and/or partner.  
Grade of Evidence 
 In this body of evidence, although each of cross-sectional studies reported statistically 
significant results, the randomized controlled trial did not report significant differences when 
comparing the multimedia educational intervention with the standard educational intervention. 
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Additionally, it is impossible to compare the effects of the interventions across studies because 
these studies did not use the same tool to measure patient-reported anxiety, confidence, 
perceived knowledge, or satisfaction with preoperative education. Perhaps the biggest weakness 
in this body of evidence is that some studies did not use validated tools to measure anxiety or 
patient satisfaction. The Grading of Recommendations Assessment, Development, and 
Evaluation (GRADE) system can be used to determine the quality of a body of evidence and can 
be universally used to systematically rate the quality of the body of evidence (Guyatt et al., 
2008). Based on this body of evidence and utilizing the concepts from the GRADE, the quality 
of evidence available to address this problem is moderate; the true effect of preoperative 
prostatectomy educational interventions is likely to be close to the estimate of the effect, with 
better patient satisfaction with preoperative teaching and decreased anxiety, but there is also a 
possibility that results could be substantially different (Balshem et al., 2011).  
Strength of Recommendation 
 When applying the Strength of Recommendations Taxonomy criteria to this body of 
evidence, the strength of this recommendation is a C; there is recommendation based on 
consensus, usual practice, opinion, disease-oriented evidence, and case series for studies of 









CHAPTER 3: CONCEPTUAL/THEORETICAL FRAMEWORK 
 
The Practical, Robust Implementation, and Sustainability Model 
 The Practical, Robust Implementation and Sustainability Model (PRISM) can help 
practitioners integrate research findings into practice (Feldstein & Glasgow, 2008). The four 
domains within the PRISM that make it functional and influence implementation success 
include: the organizational and patient perspective of the intervention, the external environment, 
the implementation and sustainability of the infrastructure, and the organizational and patient 
characteristics (Feldstein & Glasgow, 2008). For this project, the PRISM was used to guide the 
retrospective and prospective evaluations of the class, as well as the revisions implemented 
within the class. The PRISM is a set of concepts representing three others: the Chronic Care 
Model (CCM), the Model for Improvement, and the Reach, Effectiveness, Adoption, 
Implementation, and Maintenance (RE-AIM) framework (Feldstein & Glasgow, 2008). 
Borrowed from the CCM, the PRISM incorporates the importance of leveraging support from the 
community, leadership within health systems, delivery designs, clinical decision systems, and 
patient self-management, in order to maximize outcomes that ultimately affect patients (Feldstein 
& Glasgow, 2008). For this project, the patient and organizational perspective, assessed via 
retrospective patient surveys and various communications with organizational leadership, led to 
the development of interventions. The diagram that depicts the PRISM, as seen in Figure 3.1 of 
Appendix B, displays the importance of the organizational and patient perspective when creating 
interventions by placing them in the same box entitled “Intervention.” Arrows are drawn directly 
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from this “Intervention” box, to a “Recipients” box which again includes both organizational and 
patient characteristics, demonstrating that the intervention has a direct impact on the recipients.  
 Aspects from the Model for Improvement that are emphasized within the PRISM include 
designing an infrastructure that encourages spread, sharing best practices, observing and 
adjusting processes, and ensuring adaptability of protocols (Feldstein & Glasgow, 2008). This 
aspect of the PRISM was utilized when designing the interventions that would be implemented 
within the preoperative prostatectomy class. Based on results from the retrospective surveys 
completed by patients, the Project Leader proposed potential class improvements, which had 
been key findings in recent research and would be adaptable in the future, to the organization. 
These improvements were widely accepted by the organization and were successfully 
implemented for both this project and will also be sustainable after the project period ends. The 
details of these interventions will be discussed further in a later section.  
 Lastly, the outcome measures for the PRISM are based on the RE-AIM framework, 
which, as noted above, measures interventions based on reach, effectiveness, adoption, 
implementation, and maintenance of practices over long-term (Feldstein & Glasgow, 2008). 
Although the outcomes for this project did not specifically measure reach, effectiveness, 
adoption, implementation, and maintenance of the intervention, these outcomes were addressed 








CHAPTER 4: PROJECT DESIGN AND METHODOLOGY 
 
Project Design 
 First, a systematic evaluation of the patient education class guided by the Practical, Robust 
Implementation, and Sustainability Model (PRISM) (Feldstein & Glasgow, 2008) was performed. 
A survey measuring satisfaction with preoperative education survey was developed by the Project 
Leader (PL) and received approvals from the Institutional Review Boards (IRBs) at both the 
University of North Carolina at Chapel Hill and Cone Health. Additionally, the survey and entire 
project was reviewed and approved by the Nursing Research Council (NRC) at Cone Health. Men 
with prostate cancer who attended the preoperative education class and underwent prostatectomy 
from January 1, 2019 through May 16, 2019 were retrospectively surveyed regarding their 
satisfaction with their preoperative education (retrospective cohort).   
 To evaluate the revised education class, the PL conducted a one group pre- and post- 
intervention pilot study. From October 18, 2019 through December 6, 2019, following 
recommendation, approval, and implementation of the revisions, patients were enrolled into the 
prospective cohort. The patients in the prospective cohort were surveyed both pre- and 
postoperatively regarding their anxiety, confidence, perceived knowledge, and satisfaction with 
their preoperative education. The preoperative survey was completed by each patient prior to 
attending the revised preoperative prostatectomy patient education class. Figure 4.1 in Appendix 





 According to the PRISM, in order for implementation to be successful, it is important to 
assess both the organizational and patient perspective prior to planning the implementation 
(Feldstein & Glasgow, 2008). The organization where the intervention occurred was Cone Health 
Wesley Long Hospital, which is a 175-bed acute care hospital that has provided specialized 
services such as bariatric surgery, cancer care, general surgery, orthopedic surgery, and urology to 
the Greensboro, North Carolina, area since 1917 (Cone Health, 2019a). Specifically, the 
intervention occurred within the preoperative prostatectomy class which regularly takes place in a 
classroom at Cone Health Wesley Long Hospital. Cone Health’s values include providing, 
“exceptional quality, compassionate care, and service in a safe, respectful environment” (Cone 
Health, 2019c). Notably, five of Cone Health’s hospitals, including Wesley Long Hospital, have 
been designated with Magnet® status since 2005 (Cone Health, 2019b). According to the 
American Nurses Credentialing Center (ANCC), Magnet® status is granted to organizations 
whose strategic goals align with improving patient outcomes (ANCC, n.d.). For this reason, this 
organization displayed readiness to implement patient-centered and evidence-based research into 
patient care. 
Project Population 
 The PRISM explains that assessing patients’ perspective is also important for successful 
implementation of programs. Accordingly, once approval was obtained for this project from both 
the UNC and Cone Health IRBs and the Cone Health NRC, the patients’ perspective of 
preoperative teaching was assessed utilizing call-back surveys for all patients enrolled in the 
retrospective cohort who underwent prostatectomy and attended the class at Cone Health Wesley 
Long Hospital from January 1, 2019 to May 16, 2019. The Satisfaction with All Preoperative 
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Education Survey in Appendix D was developed and administered by the PL, with the objectives 
of measuring patients’ satisfaction with preoperative teaching and requesting feedback for 
improvements that could be made to the class. The Demographics Survey in Appendix D, which 
collected demographic data from patients, was also administered during the call-back survey. The 
Satisfaction with All Preoperative Education Survey and the Demographics Survey were both 
approved by the UNC and Cone Health IRBs prior to performing the call-back surveys. This data 
was used to guide the interventions that were implemented into the class.  
Implementation 
 Based on the feedback from retrospective patients and organizational leadership, the PL 
proposed revisions to the class which were accepted by organizational leadership. The accepted 
interventions were 1) the encouragement of spousal/partner attendance and 2) the organization and 
presence of prostate cancer survivors at future classes. The accepted interventions were then 
implemented and the prospective cohort was evaluated preoperatively and postoperatively by 
measuring patient-reported anxiety, confidence with urinary catheter, perceived knowledge, and 
satisfaction with preoperative teaching. Lastly, the creation of an online video series discussing 
topics covered during the class was also proposed and accepted, but this video series is not a 
measurable component of this project.  
Encouragement of spousal/partner attendance  
 As seen in Table 5.4 of Appendix E, 4/35 (11.4%) retrospective patients who attended class 
and underwent prostatectomy identified spousal/partner support at the class as very important to 
them. As a result, the invitation to all future patients electing to proceed with prostatectomy was 
revised to encourage the attendance of spouses, partners, and caregivers at the prostatectomy class. 
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The proposed verbiage revisions were accepted by organizational leadership, and the revised 
invitation is now given to all patients who have elected to proceed with prostatectomy.  
Prostate cancer survivor attendance  
 As seen in Table 5.4 of Appendix E, another important need that was identified by 
retrospective patients was the presence of prostate cancer survivors at the preoperative 
prostatectomy class who had previously participated in the class and had undergone prostatectomy 
at Cone Health Wesley Long Hospital. One patient stated that he liked that, “There was a guy that 
came in as a guest who had already had the surgery and went through the whole experience.” 
Additionally, during the retrospective call-backs, the PL spoke with numerous patients who 
volunteered to return to future classes to talk with men who had not yet undergone prostatectomy. 
The PL, in coordination with the Volunteer Department at Cone Health, successfully enrolled four 
prostate cancer survivors who had previously attended the class and had undergone prostatectomy 
to attend future preoperative prostatectomy education classes as volunteers. 
Preoperative and Postoperative Evaluation 
 Consent to participate in the preoperative and postoperative evaluation was obtained from 
patients who attended the re-designed class. The prospective patients completed the 
Demographics, Anxiety, Confidence with Urinary Catheter, Perceived Knowledge, and 
Satisfaction with Preoperative Education to Date Surveys in Appendix D. The Anxiety Survey 
measured anxiety using the State Trait Anxiety Inventory-6 (STAI-6) (Marteau & Bekker, 1992). 
Response sub-scores ranged from one to four, with one being, “not at all” and four being, “very 
much.” The positive prompts (i.e. I feel calm, I am relaxed, and I feel content) were scored in 
reverse to account for both positive and negative traits. The total anxiety score was then calculated. 
Higher total scores are associated with greater anxiety and lower scores are associated with less 
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anxiety (Bekker, 2015). The Confidence with Urinary Catheter Survey measured confidence using 
the Urinary Catheter Self-Efficacy tool (C-SE) (Wilde et al., 2016). Responses on this Survey were 
measured using a 10-point Likert scale, with one being, “not at all confident” and ten being, “very 
confident.” These responses were scored question by question instead of taking a sum of the values 
of all questions, as the developers of the C-SE only discussed that higher scores on each question 
indicate greater self-efficacy, but they did not specifically discuss scoring of the entire tool (Wilde 
et al., 2016). The Perceived Knowledge Survey was developed by the PL and approved by the 
University of North Carolina at Chapel Hill and Cone Health IRBs and Cone Health NRC prior to 
administration. This Survey measured perceived knowledge using three Likert-scaled questions, 
with responses ranging from one, “not at all informed,” to ten, “very informed.” These responses 
were scored question by question. Lastly, the Satisfaction with Preoperative Education to Date 
Survey was also developed by the PL and received the necessary approvals prior to administration. 
This Survey measured patients’ satisfaction with preoperative teaching using a single Likert-scaled 
question from one, “not at all satisfied,” to ten, “very satisfied.” The prospective patients then 
attended the revised class and underwent prostatectomy as scheduled. The prospective patients 
were then called within seven days of discharge home following prostatectomy and asked to 
complete these surveys over the telephone: Satisfaction with All Preoperative Education, Anxiety, 
Confidence with Urinary Catheter, and Perceived Knowledge. Pre- and post-test measures were 
collected, ordered into a secured data set, and then analyzed using descriptive statistics and paired 
t-tests to analyze for change and statistically significant differences.  Demographic data was also 




Creating online video series  
 As seen in Table 5.2 of Appendix E, 24/35 (68.6%) of the retrospective patients reported 
that an online video would be helpful for future patients. This intervention was widely accepted 
and encouraged among leadership at Cone Health Wesley Long Hospital. The PL worked with the 
Marketing Department at Cone Health to coordinate production of the online video series. The 
video series is currently in the development phase and will cover these topics: information prior to 
prostate cancer surgery, during hospitalization, discharge home, and instructor-led hands-on 
demonstration of the catheter tubing and bags. Question and answer sections will be included in 
each short video. Additionally, a question and answer session with a Urologist who regularly 
performs prostatectomies will be included in the video series. The video series will be available to 
patients who have already attended the class, as well as those patients who are unable to attend the 
class. Partners and caregivers will also be able to view the video series. The video series will be 
posted on Cone Health’s website upon completion. Given that the production of the video series 
is currently ongoing, this intervention is not a measurable component of this project.  
Outcomes and Measurements 
 Currently, there is no existing tool that measures postoperative satisfaction of preoperative 
education. Therefore, to measure patient satisfaction with preoperative education in this project, 
the Satisfaction with All Preoperative Education Survey in Appendix D was created by the PL 
using a detail-oriented approach that took into account all aspects of the preoperative 
prostatectomy class that could be adjusted as well as by incorporating findings from recent 
research. The results from the Satisfaction with All Preoperative Education Survey were used to 
evaluate satisfaction related to preoperative prostatectomy teaching both at baseline (in the 
retrospective cohort) and after implementation of the revisions to the class (in the prospective 
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cohort postoperatively). This data was used to assess patient satisfaction with preoperative 
teaching, which will guide future revisions to the class. 
 The Demographics Survey in Appendix D was used to collect demographic information 
from both the retrospective cohort, as well as the prospective cohort. The Demographics Survey 
in Appendix D was developed based on recent research addressing preoperative prostatectomy 
education. Given that age, racial/ethnic background, highest level of education, marital status, and 
employment status are typically-collected measures for the populations in the research, these 
patient demographics were measured by the Demographics Survey. Additionally, patient phone 
numbers were collected so call-backs could be made postoperatively. The Demographics Survey 
was used to measure demographics for this project’s population and to form a basis of comparison 
for future studies. 
 Once permission was obtained by the authors of the State Trait Anxiety Inventory – 6 
(STAI-6), this tool was used to measure anxiety (Appendix D). The STAI has been used to measure 
anxiety in patients undergoing urologic surgeries and is a widely used tool that measures subjective 
anxiety in health research, while differentiating between “state anxiety” and “trait anxiety,” but 
the tool is a lengthy 40-items long (Huber et al., 2013; Inman et al., 2013; Spielberger, 2019). 
Marteau and Bekker thus developed a six-item short-form of the STAI in 1992 that retained the 
most highly-correlated anxiety-present and anxiety-absent attributes on the original STAI. When 
compared with the full-form STAI, correlation coefficients greater than .90 were obtained for both 
four and six items from the STAI, and it was determined that the STAI-6 offered a more succinct 
and acceptable scale for subjects with a wide range of anxiety levels, while maintaining 
comparable results of the full-form STAI (Marteau & Bekker, 1992). Anxiety was measured with 
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the STAI-6 twice in the prospective cohort: preoperative and postoperatively. When scored, the 
STAI-6 produced a total score that was statistically compared preoperative and postoperatively. 
 Confidence with caring for the catheter at home was measured twice in the prospective 
group, both preoperatively and postoperatively. Confidence with the urinary catheter was 
measured using the Urinary Catheter Self-Efficacy (C-SE) instrument in Appendix D. This 
instrument is newly-developed and aims to measure the behavioral aspect of self-management, 
specifically related to managing a urinary catheter long-term, for those with chronic illness (Wilde 
et al., 2016). This instrument has a Cronbach’s alpha of 0.89, which is satisfactory in terms of 
reliability (Wilde et al., 2016). A shortcoming of using this instrument for this project is that it 
previously was used for patients who were required to manage a catheter for a time period longer 
than two weeks (Wilde et al., 2016), but the participants in this project managed a catheter for less 
than two weeks. The quantitative results from the Confidence with Urinary Catheter Survey were 
statistically compared pre- and postoperatively. 
 The Perceived Knowledge Survey in Appendix D was developed by the PL and used to 
measure perceived knowledge in the group exposed to the revised class, also preoperatively and 
postoperatively. This survey was developed using the three topics that are covered in the 
preoperative prostatectomy class: preoperative care, during hospitalization, and postoperative care. 
Perceived knowledge was measured using three 10-point Likert-scaled questions. The quantitative 
results from this survey were statistically compared pre- and postoperatively. Many of the 
previously discussed studies used Likert-scaled questions in their survey instruments. 
 The Satisfaction with Preoperative Education to Date Survey in Appendix D was used to 
measure satisfaction with preoperative education in the prospective preoperative group 
immediately prior to attending the revised class. Satisfaction with preoperative teaching was 
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measured on this survey using a single 10-point Likert-scaled question. As previously explained, 
satisfaction with education at baseline (retrospectively) and postoperatively was measured with 
the Satisfaction with All Preoperative Education Survey in Appendix D.  
 Additionally, length of hospital stay in hours for each patient who attended the class (both 
retrospectively and prospectively) and underwent prostatectomy within the timeframe was also 
measured utilizing chart reviews performed by the PL. Length of hospital stay is a well-known 
quality indicator and can be readily compared to in the future.  
 Chart reviews were performed by the PL to obtain the number of postoperative encounters 
utilized by each patient who attended the class (both retrospectively and prospectively) and 
underwent prostatectomy within the timeframe. The number of encounters included both calls to 
the urology office and urology office visits for each patient within 30 days postoperatively. For 
the purpose of this project, an encounter will be defined as, “any form of communication that the 
patient seeks postoperatively in relation to their urologic postoperative care including but not 
limited to phone calls and office visits and documented in the patient’s record.” The number of 
encounters per patient postoperatively can readily be compared to in the future and may influence 
a provider’s opinion of the preoperative prostatectomy class.  
Data Analysis 
 There were two cohorts of patient data. The retrospective cohort consisted of the 
prostatectomy patients who attended the preoperative class from January 1, 2019 to May 16, 2019. 
The retrospective group consented to participation immediately prior to being surveyed over the 
telephone and were only surveyed once using the Satisfaction with All Preoperative Education and 
Demographics surveys in Appendix D.  
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 The prospective cohort consisted of the prostatectomy patients who attended the class from 
October 18, 2019 to December 6, 2019 after implementing approved revisions to the class. The 
prospective cohort was the group exposed to the interventions implemented in the redesigned 
preoperative prostatectomy class. This group consented for participation in the project and filled 
out the Demographics, Anxiety, Confidence with Urinary Catheter, Perceived Knowledge, and 
Satisfaction with Preoperative Education to Date Surveys in Appendix D. They were also 
contacted within seven days of discharge from the hospital postoperatively and were surveyed via 
telephone utilizing the Satisfaction with All Preoperative Education, Anxiety, Confidence with 
Urinary Catheter, and Perceived Knowledge Surveys. Both cohorts were identified using the 
attendance sheets kept by the Registered Nurse (RN) who teaches the class. The names and 
identifying information for these patients were coded to maintain confidentiality. All patient data 
was stored in a secured environment to also maintain confidentiality.  
  Demographic data was generally compared between the retrospective and prospective 
cohorts utilizing percentages of patients in certain demographic groups. No statistical analysis was 
performed when comparing the cohorts’ demographic data. 
 The quantitative data related to patient satisfaction with preoperative teaching that was 
collected from the retrospective and prospective cohorts was analyzed using descriptive statistics. 
The patient satisfaction results between the cohorts were not compared using statistical analysis.  
 The qualitative data related to patient satisfaction with preoperative teaching that was 
collected from the retrospective and prospective cohorts was analyzed and organized into a list of 
themes based on the responses and listed in terms of frequency. The results between the 
retrospective and prospective cohorts were compared generally without statistical analysis. 
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 Average total scores of anxiety, measured using the STAI-6, were calculated and 
statistically compared preoperative vs. postoperatively. Average confidence scores, measured 
using the C-SE, were calculated for each question and compared preoperatively vs. 
postoperatively. Similarly, average perceived knowledge and satisfaction with preoperative 
teaching scores were calculated and compared preoperatively vs. postoperatively. All of this data 
was analyzed and statistically significant differences were noted using a dependent sample one-
tailed t-test. A dependent sample one-tailed t-test was used to evaluate whether there was a 
statistically significantly difference in patient reported anxiety, confidence, perceived knowledge, 
and satisfaction when comparing data from the prospective group of patients before and after the 
intervention. Specifically, a one-tailed t-test was utilized because averages of each of the patient 
responses would be a positive relationship or in the same direction.  
 Additionally, numerical data on length of hospital stay in hours and number of encounters 
postoperatively were collected for both the retrospective and prospective cohorts. No statistical 








CHAPTER 5: RESULTS 
 
Results of the Retrospective Study 
Patient characteristics  
 Forty-three patients who attended the class and received surgery at Cone Health Wesley 
Long Hospital from January 1, 2019 to May 16, 2019 were contacted and enrolled in the 
retrospective group; 81.4% (n=35) consented to be part of the study. The average age of these 
patients was 62.5 years old with ages ranging from 47 to 78. All patients identified English as 
their native language and 85.7% (n=30) patients identified as Caucasian while 14.3% (n=5) 
identified as African American. Sixty percent (n=21) patients reported completing college. 
Further, 74.3% patients reported being married (n=26) and 57.1% reported being employed full-
time (n=20). All of the demographic results are reported in Table 5.1 of Appendix E.  
Outcomes  
 Table 5.2 in Appendix E summarizes findings from the quantitative questions that were 
asked of each patient. The patients were satisfied with their preoperative teaching, as the mean 
for each response was greater than 4 (satisfied). All patients (n=35; 100%) indicated that they 
would definitely recommend the educational class to others getting the surgery. As previously 
stated, 68.6% (n=24) of patients believed a video or audio recording of the class would have 
been helpful, while 97.1% (n=34) believed a video would NOT be the preferred method of 
teaching over an in-person class.  
 Table 5.3 in Appendix E shows the average number of postoperative encounters and the 
average length of hospital stay in hours for these patients. In the retrospective cohort, the average 
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number of postoperative encounters each patient utilized within 30 days of surgery was 2.46 
(standard deviation [SD]=0.82) and the average length of hospital stay in hours for each patient 
was 33.66 (SD=15.41). 
 Table 5.4 in Appendix E shows qualitative responses provided by patients about 
satisfaction with the class, including aspects of that class that they disliked and ways the class 
could be improved. Notably, seventeen patients liked that the class prepared them for surgery 
and outlined expectations, eleven liked having the survivors at the class, nine liked the RN who 
taught the class, and nine liked the hands-on learning with the catheter bag. One patient 
specifically commented, “I liked the information and how to deal with the catheter bag. There 
was a guy that came in as a guest who had already had the surgery and went through the whole 
experience. The teacher was great and it was nice to know that there were other people in the 
class who were going through the same thing.” Fourteen patients believed the education on the 
care of the catheter and the hands-on learning with the catheter bag was particularly valuable in 
the class content. When asked, “what did you not like about the class,” 74.3% (n=26) stated 
“nothing.” Then when asked, “was there something not taught at the class that you wish you 
would have known,” 68.6% (n=24) stated, “no.” Although nineteen patients stated that they 
could not think of any improvements that could be made to the class, six stated that having a 
survivor at every class would be helpful and having a spouse/partner present during the class 






Results of the Prospective Study 
Patient characteristics 
 Fourteen patients were initially enrolled but three were excluded due to either receiving 
surgery after the timeframe or failing to answer multiple phone calls and/or return voice 
messages from the PL postoperatively. Thus, eleven patients were enrolled into the prospective 
cohort, provided that they attended the prostatectomy class and underwent surgery between the 
dates October 18, 2019 and December 6, 2019 at Cone Health Wesley Long Hospital, signed the 
consent form, and agreed to the terms of the project. The average age of these patients was 61.9 
years, with ages ranging from 55 to 75. All patients identified English as their native language 
(n=11; 100%), 72.7% (n=8) identified as Caucasian, and 27.3% (n=3) identified as African 
American. Less than half of the patients (n=4; 36.4%) reported completing college, while 63.6% 
(n=7) reported completing high school. Further, 81.8% of the patients were married (n=9). Seven 
patients (63.6%) worked full-time and 27.3% (n=3) were retired. All demographic results for the 
prospective cohort are reported in Table 5.5 of Appendix E. 
Outcomes 
 Table 5.6 in Appendix E summarizes the findings from the State-Trait Anxiety 
Inventory-6 (STAI-6). Response sub-scores ranged from one to four, with one being, “not at all” 
and four being, “very much.” When scored, the positive prompts (i.e. I feel calm, I am relaxed, 
and I feel content) were scored in reverse to account for both positive and negative traits. Scores 
on this tool range from 20-80 and “normal” score is approximately 34-36 (Bekker, 2015). Higher 
total scores are associated with greater anxiety and lower scores are associated with less anxiety 
(Bekker, 2015). The total of each participant’s STAI-6 was scored both preoperatively and 
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postoperatively and a paired t-test was calculated for the STAI (α=0.05). Statistically significant 
(p=0.010) results were found for the total score. 
 Table 5.7 in Appendix E summarizes the findings from the Urinary Catheter Self-
Efficacy (C-SE). Responses on this tool were measured using a 10-point Likert scale (1= “not at 
all confident” and 10= “very confident”). These answers were scored question by question 
instead of taking a sum of the values of all questions, as the developers of this tool did not 
specifically discuss scoring of the entire tool; only that higher scores on each question indicate 
greater self-efficacy (Wilde et al., 2016). Numerous significant differences were found when the 
preoperative scores were compared with postoperative scores showing improved patient-reported 
confidence in managing the catheter postoperatively. 
 Table 5.8 in Appendix E summarizes findings from the questions regarding patients’ 
perceived knowledge of their preoperative education. When the averages of each response were 
statistically compared preoperatively vs. postoperatively, each response had a statistically 
significant result (p < 0.01 for each question). 
 Table 5.9 in Appendix E summarizes findings from the single question regarding 
satisfaction with preoperative teaching. When the averages for this response were compared 
preoperatively vs. postoperatively, the response had a statistically significant result (p < 0.01).  
 Table 5.10 in Appendix E summarizes findings from the quantitative satisfaction with 
preoperative teaching questions that were asked of each prospective patient. Each item on this 
survey was scored based on a Likert scale: (1=very unsatisfied; 5=very satisfied). Overall, the 
patients were satisfied with their preoperative teaching, with the mean for each question being 
greater than 4 (satisfied). One hundred percent (n=11) of these patients stated they would 
definitely recommend the educational class to others getting the surgery. Eight (72.7%) patients 
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thought a video or audio recording of the class would have been helpful to augment learning, 
while 100% (n=11) thought a video would NOT be the preferred primary method of teaching 
over an in-person class.  
 Table 5.11 in Appendix E shows the average number of postoperative encounters and the 
average length of hospital stay in hours for the participants. In the prospective cohort, the 
average number of postoperative encounters each patient utilized within 30 days of surgery was 
2.18 (SD=1.08), and the average length of hospital stay in hours for each patient was 34.27 
(SD=5.85).  
 Table 5.12 in Appendix E shows qualitative responses provided by patients about 
satisfaction with the class, including aspects of the class that they disliked and ways the class 
could be improved. Notably, six patients liked that the class prepared them for surgery and 
outlined expectations and four patients liked having the survivors at the class. One patient 
specifically commented, “I liked seeing other people going through the same thing as me and 
knowing that I was not alone. It was also nice to have people who had gone through it before 
come to class.” Five patients believed the education on the care of the catheter and the hands-on 
learning with the catheter bag was particularly valuable in the class content. When asked “what 
did you not like about the class,” 81.8% (n=9) men stated “nothing.” Similarly, when asked, 
“was there something that was not taught at the class that you wish you would have known,” 
81.8% (n=9) stated, “no.” Although six patients stated that they could not think of any 
improvements that could be made to the class, one stated that continuing to have survivors at 
every class is very important and one stated, “Having something for somebody who lives farther 
away like me, like a video. I probably still would have come to the in-person class though.” 
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Summary of Results 
 The retrospective cohort contained a total population of 35 patients, and the prospective 
cohort contained a total population of eleven patients. In both the retrospective and prospective 
cohorts, the largest group of men were between the ages 60-69 (48.6% and 54.5%, respectively) 
and identified as White/Caucasian (85.7% and 72.7%, respectively). There was a difference in 
the highest of level of education reported within the two cohorts, with the retrospective cohort 
having 60.0% college graduates and the prospective cohort having 63.6% high school graduates. 
The largest group of patients in both the retrospective and prospective cohorts were married 
(74.3% and 81.8%, respectively) and worked full-time (57.1% and 63.6%, respectively). All of 
the patients in both cohorts reported English as their native language. The majority of patients in 
the retrospective cohort (65.7%) used the Internet in their decision-making process for prostate 
cancer treatment. In the prospective cohort, this was not the case, as only 36.4% of the patients 
used the Internet in their decision-making process for prostate cancer treatment. 
 Overall, both cohorts of patients were satisfied with their preoperative teaching. In both 
cohorts, 100% of patients stated they would definitely recommend the preoperative class to 
others getting prostate surgery. Also, in both cohorts, the majority of patients believed that an 
online video or audio recording would have been helpful to view (68.6% and 72.7%, 
respectively) but would NOT be the preferred method over an in-person class (97.1% and 100%, 
respectively).  
 The average number of postoperative encounters utilized within 30 days of surgery was 
lower in the prospective cohort (2.18) than in the retrospective cohort (2.46). However, the 
average length of hospital stay was higher in the prospective cohort (34.27 hours) than in the 
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retrospective cohort (33.66 hours). No statistical analyses were performed on the comparison of 
this data. 
 Both the retrospective cohort and prospective cohort liked that the class taught them 
about what to expect with the surgical process, how to prepare for surgery, and that prostate 
cancer survivors came to the class to talk with them. In each group, most patients found the 
hands-on learning with the catheter to be the most valuable aspect in the class content. Most of 
the patients from both cohorts reported that they did not dislike anything about the class. When 
asked about improvements that could be made to the class, many of the patients in both cohorts 
did not recommend any improvements to the class, and for those who suggested an 
improvement, many suggested either having a survivor at each class or continuing to have a 
survivor at each class.  
 As previously mentioned, there were statistically significant differences noted in the 
prospective group when comparing total STAI-6 scores preoperatively and postoperatively, 
when comparing preoperative and postoperative scores with questions four through thirteen on 
the C-SE survey, when comparing each response on the perceived knowledge survey, and when 








CHAPTER 6: DISCUSSION 
 
 As previously noted, the purpose of this Doctor of Nursing Practice (DNP) project is to: 
1) conduct a retrospective review to systematically evaluate and update the preoperative 
prostatectomy patient education class that is currently offered by Cone Health Wesley Long 
Hospital to all patients undergoing prostatectomy, and 2) conduct a pre-post designed study to 
evaluate the preliminary effects of the updated preoperative prostatectomy patient education 
class on patient outcomes, i.e., anxiety, confidence, perceived knowledge, patient satisfaction 
with their preoperative teaching, and explore education class participation association with 
length of hospital stay in hours, and number of postoperative encounters with urologic surgeon’s 
office (postoperative encounters), including calls to the office and office visits. The interventions 
for this project included the encouragement of partners/caregivers at the prostatectomy classes 
and the coordination of prostate cancer survivor volunteers at each class. Although an online 
video was created as a result of this project, it was not a measurable component of this project.  
Outcome Data  
 The results from this project suggest that both before and after the proposed interventions 
were implemented, patients were highly satisfied with the preoperative prostatectomy class. 
However, after being exposed to the revised class and receiving prostatectomy, patients reported 
significantly less anxiety, increased confidence in many categories regarding caring for the 
catheter, and increased perceived knowledge. The average length of hospital stay for the 
retrospective cohort was less than the average length of hospital stay for the prospective cohort 
(33.7 hours and 34.3 hours, respectively), and the number of postoperative encounters 
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prostatectomy utilized by these patients decreased (2.5 encounters and 2.2 encounters, 
respectively). 
  Guided by the Practical, Robust Implementation and Sustainability Model (PRISM), this 
project was successful to the extent that it achieved its purpose to systematically evaluate the 
preoperative prostatectomy patient education class and evaluate key outcomes related to 
prostatectomy. Improvements made to the class, such as the online video series, may further 
increase reach to patients who are otherwise unable to attend the class in-person; this has been a 
goal of organizational leadership for some time. 
PRISM 
 The PRISM helped with the planning and implementation of this project. Stakeholders 
within the organization, such as organizational leadership, were included in the planning and 
implementation of the proposed interventions. Additionally, these stakeholders were continually 
informed on the progress of the project throughout its duration. The proposed interventions were 
designed in a way that incorporated patient feedback of the class, encouraged the spread of 
knowledge, and incorporated best practices. The outcome measures for this project included 
validated patient-centered outcomes, such as satisfaction, anxiety, confidence, perceived 
knowledge, length of hospital stay, and number of postoperative encounters. Measures, such as 
reach, effectiveness, adoption, implementation, and maintenance, which the PRISM deems 
important, were not specifically part of this project, but could be measured in the future as the 
online video series becomes available and the class continues with volunteers. For example, as 
classes continue, the number of partners/caregivers present at the classes could be recorded, as 
well as whether a prostate cancer survivor volunteer attended the class. At the end of the year, 
the results could be totaled for each partner/caregiver and survivor volunteer and this number 
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could be compared to future figures. Also, when the online video series is implemented, 
measures such as number of views could be tracked to determine how many people view the 
video. 
As the PRISM recommends, the interventions implemented for this project were 
developed with both the patient and organizational perspective in mind. Patients were 
retrospectively surveyed prior to the development of any interventions, with their feedback from 
the call-backs guiding the proposed interventions. In addition, organizational leadership granted 
approval of the patient-centered interventions prior to their implementation. Although not 
identified prior to the project, the external environment impacted the online video series. Since 
data from the patient call-backs suggested that an online video would be helpful, an online video 
intervention was proposed and received approval from organizational leadership. However, 
funding the production of the online video series became an issue. With the help of a urology 
surgeon, a prostate cancer fund was identified, which fully-funded the production of the online 
video series for prostatectomy patients. Additionally, the marketing department within Cone 
Health, and an outside production company were necessary for the coordination and production 
of the online video series.  
To date, the interventions the PL helped to establish, including increased 
partner/caregiver involvement in the class and the establishment of prostate cancer survivor 
volunteers at each preoperative prostatectomy patient education class were well-adopted and are 
continuing to be maintained. The invitation for the preoperative prostatectomy patient education 
class was revised to include partners and caregivers more intentionally and is currently being 
utilized for all prostatectomy patients. Additionally, the PL successfully enrolled four prostate 
cancer survivors as volunteers within the organization to actively participate in future classes. At 
 40 
least one of these volunteers will attend each of the preoperative prostatectomy patient education 
classes to connect with patients who have not yet had surgery. A schedule was developed by the 
PL to help facilitate at least one volunteer at each class. Each of these interventions are 
continuing to be sustained within the organization. 
As previously stated, the production of the online video series is pending. The 
involvement of the PL is not necessary for the final steps of the publication of the video series. 
Once the video series has been developed and a URL link has been published to the 
organizational website, the plan is to share the URL link via email with patients who attended the 
class and via mail for those who did not attend. The goal is to have the video published by June 
2020. Email will also be used to recruit future prostate cancer survivor volunteers who are 
interested in attending future classes. Ultimately, the culture of the organization where the 
interventions occurred was accepting of the interventions, the interventions met the goals of the 
organization, patients in the prospective group acknowledged that the interventions were helpful, 
and clinical leadership recognized the improvement in the patient experience for prostatectomy 
patients resulting from the interventions. 
Limitations 
 This project was performed in a small community hospital that is part of a larger health 
system. As such, the findings may not be generalizable to a larger setting such as an academic 
hospital. Additionally, the sample sizes of each of the cohorts in this project were small, which 
places less emphasis on the statistically significant results that were found. 
 Furthermore, the interventions were implemented in only one cohort, and accordingly, 
anxiety, confidence, perceived knowledge, and satisfaction were only measured in that group, 
i.e., no randomization or control group. Thus, it cannot be proven whether the intervention was 
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what caused the reduction in anxiety and increase in confidence, perceived knowledge, and 
satisfaction. 
 The project was designed in a way that assessed a patient’s anxiety, confidence, 
perceived knowledge, and satisfaction with preoperative teaching before attending the class and 
again within seven days postoperatively. This study could have been improved if a patient’s 
anxiety, confidence, perceived knowledge, and satisfaction with preoperative teaching was 
measured before attending the class and then immediately after attending the class. Since patient 
outcomes were measured after surgery in this project, the operation could be viewed as a 
confounder. Additionally, if the operation was statistically controlled for, the results could have 
been less limited. 
 The surveys completed preoperatively and postoperatively were completed in different 
formats; the preoperative survey was completed by the patient in-person and the postoperative 
survey was completed through a phone conversation between the patient and the PL. For this 
reason, bias could have resulted due to the patient reporting a different result than he would have 
otherwise reported because he was speaking with another person. 
 Lastly, the tools that were used to measure satisfaction with preoperative teaching and 
perceived knowledge were not validated, reliable tools. They were specifically developed for the 
purposes of this project by the PL. Therefore, they further limit the findings of this project. 
Recommendations 
 Recommendations for future practice include performing similar retrospective call-backs 
to patients who undergo classes that prepare them for a major surgery and using this feedback to 
improve preoperative preparation. In this project, the results from the call-backs are what guided 
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the interventions, and the improvements desired by patients may be different depending on the 
patient population.  
 Furthermore, best practices for educating patients prior to urologic surgeries, such as 
prostatectomy, should be further examined. Patients can be educated in a variety of ways, and the 
patient experience of surgery and recovery may be affected by the type of teaching they receive 
prior to surgery.  
Conclusion 
 Preoperative education before scheduled surgical procedures is common practice, but 
occurs in a magnitude of ways. Specifically, for patients who elect to proceed with 
prostatectomy, guidelines recommend educating patients prior to surgery, but the type of 
recommended education is not explained by the guidelines (Sanda et al., 2017).  
 As demonstrated by this project, patients who attend a preoperative prostatectomy patient 
education class before scheduled prostatectomy may have better patient-reported outcomes, such 
as decreased anxiety, increased confidence, increased perceived knowledge, and increased 
satisfaction with preoperative teaching. Quality improvement projects should be used to continue 
to highlight the benefit of preoperative education classes. Online videos, can educate patients 
located in remote settings who may not have the means to travel to an in-person class, or be used 
to augment in-person classes. Further, patients currently battling prostate cancer value the 
experiences of prostate cancer survivors, and find it important to share their prostate cancer 
journey with their loved ones or caregivers. One patient stated, “I liked seeing other people going 
through the same thing as me and knowing that I was not alone,” which speaks to the emotions 
felt by a person with prostate cancer.  These first-hand experiences should help to continue to 
shape preoperative education for men with prostate cancer in the future. 
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Records identified through database 
searching (n = 404) 
Additional records identified through 
other sources (n = 18) 
Records after duplicates removed 
(n = 317) 
Records screened 
(n = 317) 
Records excluded 
(n = 255) 
Full-text articles assessed 
for eligibility (n = 62) 
Full-text articles excluded, 
with reasons (n =  51) 
Studies included in 
qualitative synthesis 
 (n = 11) 
Studies included in 
quantitative synthesis 
(n = 10) 
Full-text articles excluded, 
with reasons (n =  1) 
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APPENDIX D: MEASUREMENTS 
 
Satisfaction with All Preoperative Education 
For baseline patients: We are asking for your input on the current class you attended before your 
prostate surgery at Cone Health. 
 
For prospective patients: We are interested in how satisfied you are with the teaching you had 
before your prostate surgery. 
 
1. How satisfied are you with your overall preoperative teaching? Circle one. 
Very unsatisfied Unsatisfied  Neutral  Satisfied Very satisfied 
2. How satisfied were you with the content of the teaching (pre-surgery, during 
hospitalization, discharge home)? Circle one. 
 
Very unsatisfied Unsatisfied Neutral Satisfied Very satisfied 
3. How satisfied were you with the location of the class? Circle one. 
Very unsatisfied Unsatisfied Neutral Satisfied Very satisfied 
4. How satisfied were you with the time of the class? Circle one. 
Very unsatisfied Unsatisfied Neutral Satisfied Very satisfied 
5. How satisfied were you with the format of the class (informal, group setting, open 
discussion encouraged)? Circle one. 
 
Very unsatisfied Unsatisfied Neutral Satisfied Very satisfied 
6. How satisfied were you with the class being taught in-person? Circle one. 
Very unsatisfied Unsatisfied Neutral Satisfied Very satisfied 
7. Now that you have gone through surgery and are recovering, 




b. What did you not like about the class? 
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c. Was there something not taught at the class that you wish you would have known?  
 
 
8. How satisfied were you with the program as a whole? Circle one. 
Very unsatisfied Unsatisfied Neutral Satisfied Very satisfied 
9. What did you particularly find valuable in the class content? 
 
10. Would you recommend the program to others getting this surgery? Circle one. 
Definitely would not  probably would not maybe would/maybe not probably would definitely would  
11. Would a video or audio recording of the class content be helpful to view before or after 
your surgery?  
 
Yes   No 
12. Would an Internet-based or CD format video be preferred over an in-person class?  
Yes  No 
13. Are there any improvements that could be made to the class that would benefit other 





1. What is your age? 
 
 
2. Which of the follow best describes your racial or ethnic background? 
Please check one. 
o Asian/Pacific Islander 
o Black/African American 
o Hispanic/Latino 
o Native American/American Indian 
o White/Caucasian 
o Multiracial 
o Other. Please specify: 
 
3. Highest level of education completed: 
Please check one. 
o Elementary  




4. What is your marital status? 
o Single 




5. Is English your native language? 
o Yes 
o No 
If no, what is your native language?  
 
















How do you feel right now at this moment? Circle one choice for each prompt. 
 
 Not at all Somewhat Moderately Very much 
1. I feel calm 1 2 3 4 
2. I am tense 1 2 3 4 
3. I feel upset 1 2 3 4 
4. I am relaxed 1 2 3 4 
5. I feel content 1 2 3 4 





Confidence with Urinary Catheter 
    
Select which number between 1 and 10 represents your current amount of confidence in 
managing the urinary catheter.  For example, if you are somewhat confident, you would probably 



































How confident are 
you to ask your 
doctor or nurse 
things about your 
































How confident are 
you to discuss 
openly with your 
doctor or nurse any 
personal problems 
that may be related 









































How confident are 
you to work out 
differences with 
your doctor or nurse 































How confident are 
you to judge when 
the changes in your 
catheter mean you 
should contact a 

































































How confident are 
you to keep any 
physical discomfort 
or pain related to the 
catheter from 
interfering with the 










































How confident are 
you to keep the 
emotional distress 











































interfering with the 
things you want to 
do? 
How confident are 
you to keep catheter-
related symptoms or 
problems (such as 
leakage, blockage, 
or UTI) from 
interfering with 





















































































How confident are 
you to keep the 
catheter secured or 
tied down so that it 









































How confident are 
you to when 
transferring, keep 
the catheter from 
becoming caught 
onto something and 









































How confident are 
you to keep the 
catheter and tubing 
from having kinks or 

































































How confident are 
you to drink 
adequate fluids 































How confident are 
you to make changes 













































How confident are 
you to keep intake 
of water and 




































Select which number between 1 and 10 represents how informed you feel about the surgical 
process.  For example, if you feel somewhat knowledgeable, you would probably select a 5. 
 
 1 





























1. How informed 
do you feel 

































2. How informed 
do you feel 




































3. How informed 
do you feel 





































Satisfaction with Preoperative Education to Date 
Select which number between 1 and 10 represents how satisfied you are with the teaching you 

































1. How satisfied 



































APPENDIX E: RESULTS 
 
Table 5.1 Demographics of Retrospective Patients (n=35)  
Characteristic Total Patients (%) 
Age  
40-49 2 (5.7%) 
50-59 11 (31.4%) 
60-69 17 (48.6%) 
70-79 5 (14.3%) 
Race  
White/Caucasian 30 (85.7%) 
African American 5 (14.3%) 
Highest Level of Education  
High School 9 (25.7%) 
College 21 (60.0%) 
Post-Graduate 5 (14.3%) 
Marital Status  
Single 3 (8.6%) 
Married/Long-term partnership 26 (74.3%) 
Widowed 2 (5.7%) 
Divorced 4 (11.4%) 
English Native Language  
Yes 35 (100%) 
No 0 
Employment Status  
Full-time 20 (57.1%) 
Part-time 2 (5.7%) 
Retired 13 (37.1%) 
Internet Used  
Yes 23 (65.7%) 
No 12 (34.3%) 
 
 





How satisfied are you with your overall preoperative teaching? 4.95 (0.28) 5 (4-5) 
How satisfied were you with the content of the teaching (pre-surgery, 
during hospitalization, discharge home)? 
4.89 (0.32) 5 (4-5) 
How satisfied were you with the location of the class? 4.83 (0.45) 5 (3-5) 
How satisfied were you with the time of the class? 4.69 (0.53) 5 (3-5) 
How satisfied were you with the format of the class (informal, group 
setting, open discussion)? 
4.86 (0.36) 5 (4-5) 
How satisfied were you with the class being taught in-person? 4.97 (0.17) 5 (4-5) 
How satisfied were you with the program as a whole? 4.92 (0.24) 5 (4-5) 
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Question Definitely would  
Would you recommend the program to others 
getting this surgery? 
N=35 (100%)  
Question Yes No 
Would a video or audio recording of the class content be helpful to view 











*Likert scale: 1 = very unsatisfied to 5 = very satisfied   
 
 
Table 5.3 Postoperative Encounters and Length of Hospital Stay Retrospective Cohort 
Measure Mean (SD) Median 
(range) 
Number of Postoperative Encounters 2.46 (0.82) 2 (1-4) 
Length of Hospital Stay (hours) 33.66 (15.41) 31 (26-120) 
 
 
Table 5.4 Qualitative Responses of Retrospective Patients (n=35)  
Question Response (# commented positively) 
What did you 
like about the 
class? 
Expectations/preparedness: 17 
Survivor coming to class: 11 
Anne being good teacher: 9 
Hands-on learning of catheter bag: 9  
Being able to ask/get answers to questions: 8 
Alleviating anxiety/fears: 5 
Interaction between patients: 3 
 
“I liked the information and how to deal with the catheter bag.  There was 
a guy that came in as a guest who had already had the surgery and went 
through the whole experience. The teacher was great and it was nice to 
know there were other people in the class who were going through the 
same thing.” 
What did you 
particularly find 
valuable in the 
class content? 
Catheter care hands-on: 14 
Expectations/preparedness: 6  
Anne: 5 
Survivor at class: 4 
Hand-outs: 2 
 
“I liked how the teacher went through examples and the hands-on devices 
and the extra guest coming in to talk with us and answer our questions” 
What did you 
not like about 
the class? 
# nothing: 26/35 
 
“The gentleman who volunteered to talk with us got his surgery and 






taught at the 
class that you 





Specific tips in caring for catheter: 5 
Pain after surgery: 3 
Penis stretching exercises/PFMT: 2 
Providing timelines for return of continence: 2 
 
“get basketball pants that snap on the sides while wearing the catheter to 
easily manage the tubing” 
Are there any 
improvements 
that could be 
made to the 
class that would 
benefit patients 
in the future? 
No: 19/35 
Having survivor at class: 6 
Spouse/partner being present: 4 
Video would help: 2 
Pelvic floor exercises: 2 
 
“A video would have a great advantage after surgery for sure for either 
people who cannot get to class or if they cannot remember everything 
discussed in the class.  My spouse was very helpful in attending the class” 
 
 
Table 5.5 Demographics of Prospective Patients (n=11)  
Characteristic Total Patients (%) 
Age  
40-49 0 
50-59 4 (36.4%) 
60-69 6 (54.5%) 
70-79 1 (9.1%) 
Race  
White/Caucasian 8 (72.7%) 
African American 3 (27.3%) 
Highest Level of Education  
High School 7 (63.6%) 
College 4 (36.4%) 
Post-Graduate 0  
Marital Status  
Single 1 (9.1%) 
Married/Long-term partnership 9 (81.8%) 
Widowed 0 
Divorced 1 (9.1%) 
English Native Language  
Yes 11 (100%) 
No 0 
Employment Status  
Full-time 7 (63.6%) 
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Part-time 1 (9.1%) 
Retired 3 (27.3%) 
Internet Used  
Yes 4 (36.4%) 
No 7 (63.6%) 
 
 












tail pre- vs. 
post- (a 0.05) 
I feel calm 3.3 (0.79) 3(2-4) 3.5 (0.82) 4 (2-4)  
I am tense 1.7 (0.79) 2(1-3) 1.3 (0.65) 1(1-3)  
I feel upset 1.5 (0.69) 1(1-3) 1.0 (0) 1(1-1)  
I am relaxed 2.8 (1.08) 3(1-4) 3.4 (0.92) 4(2-4)  
I feel content 2.9 (0.65) 3(2-4) 3.7 (0.65) 4(2-4)  
I am worried 2.1 (0.94) 2(1-4) 1.2 (0.40) 1(1-2)  
Total Score 36.6 (14.84) 33(20-60) 27.1 (8.73) 27(20-47) 0.010 
*Total score: 20=no anxiety to 80=high anxiety; 34-36=“normal” anxiety 
 
 


















How confident are you to ask 
your doctor or nurse things about 
your catheter that concern you? 
7.5 (2.46) 8 (4-10) 9.0 
(1.55) 
10 (5-10)  0.070 
How confident are you to discuss 
with your doctor or nurse any 
personal problem that may be 
related to your catheter? 
8.3 (1.90) 9 (5-10) 9.2 
(1.33) 
10 (6-10) 0.139 
How confident are you to work 
out differences with your doctor 
or nurse when they arise? 
7.7 (2.20) 8 (5-10) 8.8 
(1.25) 
9 (6-10) 0.077 
How confident are you to judge 
when the changes in your catheter 
mean you should contact a doctor 
or nurse? 
7.1 (2.21) 7 (4-10) 8.7 
(1.90) 
10 (4-10) 0.023 
How confident are you to keep 
any physical discomfort or pain 
related to the catheter from 
5.8 (2.96) 5 (2-10) 7.5 
(1.47) 
8 (5-10) 0.025 
 59 
interfering with the things you 
want to do? 
How confident are you to keep 
the emotional distress caused by 
your catheter from interfering 
with the things you want to do? 
6.1 (2.30) 6 (2-10) 7.9 
(1.76) 
8 (5-10) 0.021 
How confident are you to keep 
catheter-related symptoms or 
problems (such as leakage, 
blockage, or UTI) from 
interfering with what you want? 
6.2 (2.27) 6 (2-10) 7.9 
(1.81) 
8 (4-10) 0.016 
How confident are you to keep 
the catheter secured or tied down 
so that it does not get pulled? 
6.3 (2.10) 6 (3-10) 8.8 
(0.98) 
9 (7-10) 0.001 or 
p < 0.01 
How confident are you to when 
transferring, keep the catheter 
from becoming caught onto 
something and being pulled out? 
5.9 (1.97) 6 (2-9) 8.8 
(0.98) 
9 (7-10) 0.0004 
or p < 
0.01 
How confident are you to keep 
the catheter and tubing from 
having kinks or twists in it? 
6.0 (1.95) 6 (2-9) 9.0 
(0.77) 
9 (8-10) 0.0002 
or p < 
0.01 
How confident are you to drink 
adequate fluids throughout the 
day? 
7.3 (2.00) 7 (5-10) 9.3 
(1.10) 
10 (7-10) 0.005 or 
p < 0.01 
How confident are you to make 
changes in fluids related to 
activity, temperature, and travel? 
7.0 (1.90) 7 (5-10) 9.4 
(0.92) 
10 (8-10) 0.004 or 
p < 0.01 
How confident are you to keep 
intake of water and caffeine to a 
level that’s good? 
7.2 (2.14) 7 (4-10) 9.5 
(0.69) 
10 (8-10) 0.002 or 
p < 0.01 
 
 

















How informed do you 
feel about what to 
expect before surgery? 
5.7 (1.49) 5 (4-9) 9.2 (0.87) 9 (8-10) 0.000006 or 
p < 0.01 
How informed do you 
feel about what to 
expect during 
hospitalization? 
5.4 (2.25) 5 (3-10) 8.8 (1.40) 9 (6-10) 0.0001 or p 
< 0.01 
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How informed do you 
feel about what to 
expect after discharge 
home? 
5.1 (1.87) 5 (3-9) 9.1 (1.14) 10 (7-10) 0.00004 or 
p < 0.01 
 

















How satisfied are you with 
the teaching you have 
received so far? 
6.5 (2.70) 5 (3-10) 9.5 
(0.82) 









How satisfied are you with your overall preoperative teaching? 4.64 (0.50) 5 (4-5) 
How satisfied were you with the content of the teaching (pre-surgery, 
during hospitalization, discharge home)? 
4.91 (0.30) 5 (4-5) 
How satisfied were you with the location of the class? 4.91 (0.30) 5 (4-5) 
How satisfied were you with the time of the class? 4.91 (0.30) 5 (4-5) 
How satisfied were you with the format of the class (informal, group 
setting, open discussion)? 
4.91 (0.30) 5 (4-5) 
How satisfied were you with the class being taught in-person? 5.00 (0.00) 5 (5-5) 
How satisfied were you with the program as a whole? 4.91 (0.30) 5 (4-5) 
Question Definitely would  
Would you recommend the program to others 
getting this surgery? 
N=11 (100%)  
Question Yes No 
Would a video or audio recording of the class content be helpful to view 











*Likert scale: 1= = very unsatisfied to 5 = very satisfied   
 
 
Table 5.11 Postoperative Encounters and Length of Hospital Stay for Prospective 
Cohort 
Measure Mean (SD) Median 
(range) 
Number of Postoperative Encounters 2.18 (1.08) 2 (1-5) 




Table 5.12 Qualitative Responses of Prospective Patients (n=11)  
Question Response 
What did you like about the class? Teaching/Expectations: 6 
Survivors at class: 4 
 
“I liked seeing other people going through 
the same thing as me and knowing that I was 
not alone. It was also nice to have people 
who had gone through it before come to the 
class.” 
 
What did you particularly find valuable in the 
class content? 
Hands-on with catheter: 5 
Survivor being present/giving advice: 3 
Expectations and recovery: 2 
 
“The hands-on with the catheter was 
definitely most valuable for me.”  
 
“The man who was there that had the surgery 
before told us it was 4 days before he had a 
bowel movement. That was important to me 
because I did not worry about it and I would 
have otherwise.” 
What did you not like about the class? Nothing: 9 
location: 1 
 
“Location for me was 1 hour away but that 
could not really have been changed just to fit 
my needs.” 
 
Was there something not taught at the class 
that you wish you would have known? 
No: 9 
Caring for the catheter tubing: 1 
 
“I do not recall discussing cleaning the 
catheter tube in class.” 
Are there any Improvements that could be 
made to the class that would benefit patients 
in the future? 
None: 6 
Continuing to have Survivors at every class: 
1 
Alternative teaching method for people who 
live further away: 1 
 
“Having something for somebody who lives 
farther away like me, like a video. I probably 
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